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General practitioners’ awareness and management of 
common psychiatric disorders: a community-based 
survey from Karachi, Pakistan
H.A. Naqvi,1 S. Sabzwari,2 S. Hussain,1 M. Islam 2 and M. Zaman 3
ABSTRACT This study assessed the knowledge and management of common psychiatric disorders by general 
practitioners (GPs) in Karachi, Pakistan. Structured interviews were carried out in 2009 with 360 GPs selected 
by cluster random sampling. Patients with psychiatric disorders were estimated to be up to 10% of the daily 
caseload according to 71.8% of doctors. Two-thirds of GPs were unaware of the ICD-10 diagnostic criteria for 
depression and anxiety disorders. Benzodiazepines were the most recognized category of medication (75.3%) 
and were the most commonly used medication for all mental health conditions. Fewer GPs were familiar with 
selective serotonin reuptake inhibitors (35.1%) or tricyclic antidepressants (20.2%). Lack of time and patients’ 
financial constraints were reported to be barriers to care. Most GPs (69.2%) had not received any recent medical 
education about mental health problems. Gaps in GPs’ knowledge about the management of mental disorders 
have implications for the rational use of psychotropic medications in primary care.
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ناتسكاب في شيتاراك في يعمتمج حسم :ةعئاشلا ةيسفنلا تابارطضلال مهتلجاعمو ينّماعلا ينسرمالما يعو
نامز دممح ،ملاسإ دممح ،ينسح داجس ،يراوزبس هيناس ،يوقن ليع رديح
 تلاباقم نوثحابلا ىرجأ دقو .ناتسكاب في شيتاراك في ةعئاشلا ةيسفنلا تابارطضلال مهتلجاعمو ينماعلا ينسرمالما فراعم ةساردلا هذه تَمَّيق :ةصلالخا
 لصي ةيسفن تابارطضاب ينباصلما ضىرلما ددع نأ نوثحابلا ر َّدقو .ةعومجملل يئاوشعلا نايتعلاا قفو مهوراتخا ًاماع ًاسرامم 360 عم 2009 ماع في ةيجهنم
 تابارطضلا صيخشتلا يرياعمب ةفرعم ينماعلا ءابطلأا يثلث ىدل نكي لمو .ءابطلأا نم %71.8 تاريدقتل ًاقفو كلذو ،تلاالحا نم يمويلا ءبعلا نم %10 لىإ
 رثكلأاو ينبيزايدوزنبلا يه اهيرغ نم رثكأ ةفورعلما ةيودلأا ةعوممج تناكو .ICD-10 ضارملأل ليودلا فينصتلل ةشراعلا ةعجارملل ًاقفو ،قلقلاو بائتكلاا
 وأ ،)%35.1( يننوتويرسلا طاقتللا ةيئاقتنلاا تاطبثلماب ةيارد لىع مومعلا ينسرمالما نم لقأ ةعوممج ناكو .)%75.3( ةيسفنلا ةحصلا تلااح عيملج ًلاماعتسا
 غلبأ يتلا تابقعلا نمض نم يه ضىرلما ىدل ةيلالما دويقلاو فياكلا تقولا دوجو مدع نأ نوثحابلا دجوو .)%20.2( تاقللحا ةيثلاثلا بائتكلاا تاداضم
 تاوجفلا نأو ،ةيسفنلا ةحصلا لكاشم لوح ثيدح يبط ميلعت يأ اوقلتي لم )%69.2( ينماعلا ينسرمالما بلغأ نأ نوثحابلا دجو ماك .ةياعرلا مامأ فقت انهأ
.ةيلولأا ةياعرلا في ةيسفنلا ةيودلأل ديشرلا مادختسلاا لىع اهراثآ اله ةيسفنلا تابارطضلاا ةلجاعم لوح ينماعلا ينسرمالما فراعم في
Sensibilisation des médecins généralistes aux troubles psychiatriques courants et prise en charge de ces 
troubles : une enquête communautaire à Karachi (Pakistan)
RÉSUMÉ La présente étude a évalué les connaissances des médecins généralistes sur les troubles psychiatriques 
courants et la prise en charge de ces troubles par ces derniers à Karachi (Pakistan). Des entretiens structurés ont 
été menés en 2009 auprès de 360 médecins généralistes sélectionnés par échantillonnage aléatoire en grappes. 
Il a été estimé que les patients souffrant de troubles psychiatriques représentaient 10 % du nombre de cas à 
traiter par jour selon 71,8 % des médecins. Deux tiers des médecins généralistes ne connaissaient pas les critères 
diagnostiques de la CIM-10 pour les troubles dépressifs et anxieux. Les benzodiazépines représentaient la 
catégorie de médicaments la plus connue (75,3 %) et la plus fréquemment utilisée pour tous les troubles mentaux. 
Les médecins généralistes qui connaissaient bien les inhibiteurs sélectifs de la recapture de la sérotonine (35,1 %) 
ou les antidépresseurs tricycliques (20,2 %) étaient moins nombreux. Le manque de temps et les contraintes 
financières des patients étaient des obstacles aux soins. La majorité des médecins généralistes (69,2 %) n'avaient 
pas suivi de formation médicale récente sur les troubles de santé mentale. Les failles dans les connaissances des 
médecins généralistes concernant la prise en charge des troubles mentaux ont des conséquences sur l'utilisation 
rationnelle des médicaments psychotropes en soins de santé primaires.
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Introduction
The World Health Organization 
(WHO) has proposed that mental 
health care should be integrated within 
general health services in a decentral-
ized manner [1]. Goldberg has argued 
that closer collaboration between 
general practitioners (GPs) and psy-
chiatric services can bring advantages 
to patients, to primary care staff and to 
mental health staff [2]. Certainly the 
supply of psychiatrists in developing 
South East Asian countries is much 
smaller than that in the developed 
world (typically below 0.4 per 100 000 
versus 9–25 per 100 000), implying 
that primary care must be one of the 
main providers of mental health care for 
all forms of disorders. However, many 
developing countries are not only short 
of psychiatrists they are also short of 
physicians [3,4]. The situation is not so 
different in Pakistan where the primary 
health care system is weakly developed 
and poorly functioning [5].
Studies on the benefits of integra-
tion of mental health services into pri-
mary care centres in India and Pakistan 
are inconclusive [6]. Most psychiatric 
patients in Pakistan bypass primary care 
services and access services at second-
ary and tertiary care centres directly, 
the primary reason being the question-
able quality of services offered at these 
centres [7]. Additionally, in the absence 
of any kind of health insurance, most 
patients pay out of their own pocket [8]. 
In a study carried out at a tertiary care 
centre in Karachi, 68% of patients pre-
sented to psychiatrists for the first time. 
In the care pathway to mental health 
specialists, only 18% of patients had 
past contact with a primary care physi-
cian [9]. Although common mental 
disorders were diagnosed in one-third 
to a half of primary care attendees in In-
dia, primary care staff were reported to 
recognize only 10% of these cases [10].
The expertise of primary care 
physicians in the recognition of men-
tal disorders is an important factor in 
the effective management of patients 
in primary care [11]. There is ample 
evidence of the benefits of early recogni-
tion and management of mental health 
problems from industrialized countries, 
where health systems are better devel-
oped. However, this needs to be studied 
systematically in the context of Paki-
stan, where the realities of health care 
delivery are quite different. In Pakistan 
almost 70% of health care services are 
provided by the private health care sec-
tor, therefore it is important to explore 
the opinion of these GPs  regarding 
common psychiatric disorders. The 
objectives of this study therefore were 
to assess the knowledge and awareness 
of primary care physicians in Karachi, 
Pakistan, regarding the recognition and 
management of common psychiatric 
disorders and to gather their opinions 
about the care and services for patients 
with common mental disorders.
Methods
We conducted this study in 2 stages 
over a course of 9 months from April 
to December 2009. In the first stage, 
we carried out a survey over 6 months, 
mapping the GPs in Karachi, the largest 
metropolitan city in Pakistan in order to 
create a representative sampling frame 
of GPs. The primary reason for con-
ducting the mapping exercise was that 
the existing lists of GPs available from 
various professional bodies in Pakistan 
were inaccurate. In the second stage, 
through a systematic sampling strategy, 
we randomly selected GPs to answer 
the questionnaire.
Sampling strategy
Assuming 50% prevalence (in the ab-
sence of any previous reference on GPs’ 
opinions in Pakistan), with 95% confi-
dence level and ± 5% error the estimated 
sample size was 385 doctors. Using a 
reference database on the estimated 
population of practising physicians in 
the country [12] the sample size was 
adjusted to 352. The final sample size 
was increased to a round figure of 360 
subjects.
The subjects were selected using 
cluster random sampling. Karachi 
city is divided into administrative 18 
towns. Among these towns there are 
178 union councils. The population 
of each union councils varies from 
40 000–75 000 individuals according 
to the most recent census in 1998. In 
order to represent each of the 18 towns, 
1 union council was selected randomly 
by ballot from each town. This created 
a sampling frame of 18 union councils. 
A list of all GPs practising in each of the 
councils was prepared, with separate 
codes assigned to other (alternative) 
care providers, in order to distinguish 
them from registered medical practi-
tioners. Preliminary information, such 
as contact address and telephone num-
bers, nature and timing of practice were 
documented for these GPs, enabling us 
to construct a sampling frame of 1800 
GPs. Then 20 GPs were enrolled from 
each union council, thereby generating 
a sample of 360 GPs.
Data collection
In the initial stage, we took permission 
from the city government officials and 
administrative officers in the charge of 
towns, after informing them of the study 
objectives. Two field surveyors carried 
out the first stage mapping of GPs. In the 
second stage, 2 research officers were 
recruited due to their past experience in 
data collection and each research officer 
approached the GPs for participation. 
The research officers were trained by the 
principal investigator (H.N.) in order to 
standardize the data collection proce-
dure, enhance compliance and ensure 
the accuracy of information. A field co-
ordinator supervised the overall project. 
He was instrumental in monitoring the 
initial survey of GPs in selected union 
councils, besides maintaining overall 
quality control through random checks. 
He also supervised the second stage 
data collection in the field. As part of the 
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study protocol, we made 3 visits to the 
GPs in case of non-response. First and 
second visits were made by the research 
officer, while the field coordinator made 
the third and the last visit, noting down 
the concerns and reasons for non-
participation. Despite these measures 
we encountered a refusal rate of 5%.
Questionnaire
The study questionnaire was developed 
by a focus group of psychiatrists and 
family physicians from the departments 
of psychiatry and family medicine at 
Aga Khan University. The study ques-
tionnaire was pre-tested and modified 
using 10% of the study sample size. It 
was administered to the identified GPs 
in the second stage of survey.
The questionnaire included in-
formation about GPs’ awareness of 
various psychiatric disorders in their 
routine practice. It also asked about the 
International Statistical Classification 
of Diseases and Related Health Prob-
lems (ICD-10) diagnostic criteria [13], 
treatment and referral difficulties and 
barriers to care. Individual characteris-
tics of the practice that may have had 
an influence on the services rendered 
were collected. Some background in-
formation on the GPs was also included 
in the questionnaire. The section on 
medications assessed the GP's familiar-
ity with a broad group of psychotropic 
medications. The choices included 
selective serotonin reuptake inhibitors 
(SSRIs), tricyclic antidepressants, sero-
tonin and noradrenaline reuptake 
inhibitors (SNRIs), benzodiazepines, 
bupropion (wellbutrin®), buspirone, 
antipsychotics and mood stabilizers. 
Physicians were free to choose multiple 
responses, thereby generating response 
rates greater than 100%.
The ethics review committee of Aga 
Khan University Hospital reviewed the 
study protocol and granted permission 
to conduct it. The study was conducted 
in compliance with the ethical principles 
for medical research involving human 
subjects of the Helsinki Declaration.
Data analysis
Data was initially entered in the Epi-
Data, version 3.1 then transferred to 
SPSS, version 15.0 for further analysis. 
Percentages of responses were calcu-
lated for relevant variables pertaining 
to knowledge and awareness. For cat-
egorical variables the chi-squared test 
of association was calculated, while for 
continuous variables Student t-test was 
used. The significance level was P < 0.05.
Results
In this survey we interviewed 360 GPs: 
314 males and 43 females. The mean 
age of physicians was 44 (SD 10.4) 
years. They had been in practice for an 
average of 15 (SD 9.5) years. Table 1 
shows the general characteristics of the 
GPs stratified by public or private sector 
medical college attended.
Type of clinics
A majority of the GPs (342, 95.0%) 
worked in private clinics where patients 
paid a fee for their services, while 4.8% 
of GPs were providing free services 
at welfare clinics affiliated with a non-
governmental organization or charity 
(Table 1).
Frequency of psychiatric 
disorders in general practice
The frequency of patients with mental 
disorders seen in their daily practice was 
reported to be up to 10% of their case-
load by 71.8% of GPs and 11%–25% 
of their caseload by 10.3%. Surprisingly 
12.9% of GPs denied seeing any psy-
chiatric patients. When we inquired 
specifically about the frequency of pa-
tients with depressive disorders, 72.2% 
reported that around 1–5 patients daily 
had a depressive disorder and 13.6% 
reporting seeing 6–10 patients daily 
with depression. Only 6.4% of GPs de-
nied seeing any patient with depres-
sion in their practice. This trend was 
somewhat similar for anxiety disorders: 
70.6% participants reported seeing 1–5 
patients, while 15.8% reported seeing 
6–10 patients daily.
Awareness of diagnostic 
criteria
GPs’ knowledge about the ICD-10 
diagnostic criteria for depressive disor-
der, generalized anxiety disorder, panic 
disorder, bipolar affective disorder and 
somatization disorder was assessed. 
Around two-thirds of GPs reported 
a lack of awareness with the ICD-10 
diagnostic criteria for all these disorders 
(Table 2). Awareness of the ICD-10 
criteria for depression was significantly 
better for among the 289 GPs gradu-
ating before 1999 (28.9%) compared 
with the 70 graduating in year 2000 
or later (11.4%) (χ2 = 7.87, df = 2, P = 
0.019).
Psychotropic medications in 
general practice
When asked about their knowledge 
of psychotropic medications 75.3% of 
GPs reported awareness of the benzo-
diazepine group (Table 3). The next 
most familiar drug groups were antip-
sychotics and mood stabilizers, cited by 
50.6% and 43.5% of GPs respectively. 
Only 35.1% of GPs reported familiarity 
with SSRIs and only 20.2% with tricyclic 
antidepressants.
Figure 1 illustrates the physicians’ 
choice of medications for various psy-
chiatric disorders. Benzodiazepines 
were the first choice of medication 
for all conditions and 52.3% of GPs 
reported using them in the treatment of 
depression. The next most commonly 
choice for depression were SSRIs, antip-
sychotics, mood stabilizers and tricyclic 
antidepressants, cited by 31.6%, 27.1% 
and 20.9% GPs, respectively. The cor-
rectness of responses were compared 
with American Psychiatric Association 
guidelines. When we grouped the drugs 
into potentially correct (SSRIs, SNRIs, 
tricyclic antidepressants and bupro-
pion) and incorrect (benzodiazepines, 
mood stabilizers, antipsychotics and 
buspirone) choices 42.2% of GPs chose 
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a suitable drug. GPs graduating before 
the year 2000 were significantly more 
likely to be correct than those graduat-
ing after 2000 (45.2% versus 30.0%) (χ2 
= 5.321, df = 2, P = 0.021)
When asked about the choice of 
medication for bipolar disorder, ben-
zodiazepines were cited by 30.1% phy-
sicians and antipsychotics and mood 
stabilizers by only 23.0% and 11.4% 
physicians. However, 40% reported that 
they did not know which medication 
to prescribe in the treatment of bipolar 
affective disorder. When we grouped 
the responses into potentially correct 
(antipsychotics and mood stabilizers) 
and incorrect responses (other medica-
tions), an overwhelming majority of 
GPs (71.7%) made a wrong choice of 
medication.
For the treatment of generalized 
anxiety disorder benzodiazepines were 
again the most favoured drugs, chosen 
by 50.7% of GPs, and SSRIs was cho-
sen by only 15.4% of GPs. However, 
there were more correct (63.3%) than 
incorrect (36.7%) choices when drug 
categories were grouped. This was not 
a surprise since GPs could select any 
of the 6 drug groups (SSRIs, tricyclic 
Table 1 Characteristics of general practitioners in Karachi stratified by type of medical college attended
Variable Public sector medical 
college
(n = 330)a
Private sector medical 
college
(n = 30)a
Total
(n = 360)a
No. % No. % No. %
Mean (SD) age in years 45 (10.5) 42 (11.2) 44 (10.4)
Sex
Male 284 87.4 27 90.0 311 87.9
Female 41 12.6 2 6.7 43 12.1
Year of graduation
1950–60 2 0.6 0 0.0 2 0.6
1961–70 8 2.5 2 6.7 10 2.8
1971–80 44 13.5 3 10.0 47 13.2
1981–90 119 36.5 6 20.0 125 35.1
1991–2000 104 31.9 10 33.3 114 32.0
After 2001 49 15.0 9 30.0 58 16.3
Nature of clinic/centre
Private practice 316 95.8 26 86.7 342 95.0
Welfare service, affiliation with NGO 13 3.9 4 13.3 17 4.7
Other 1 0.3 0 0.0 1 0.3
Third party payment/panel patients
Yes 49 15.0 4 13.3 53 14.8
No 278 85.0 26 86.7 304 85.2
Proportion of psychiatric patients seen 
 in practice
None 43 13.5 2 6.7 45 12.9
≤ 10% 228 71.7 22 73.3 250 71.8
11%–25% 32 10.1 4 13.3 36 10.3
26%–50% 12 3.8 2 6.7 14 4.0
> 50% 3 0.9 0 0.0 3 0.9
No. of patients with diagnosis of depression 
 seen daily
0 21 6.4 1 3.3 22 6.2
1–5 240 73.4 19 63.3 259 72.5
6–10 42 12.8 7 23.3 49 13.7
11–15 13 4.0 1 3.3 14 3.9
> 16 11 3.4 2 6.7 13 3.6
aData were missing in some categories. 
SD = standard deviation; NGO = nongovernmental organization.
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antidepressants, SNRIs, benzodiaz-
epines, bupropion and buspirone) in 
order to score a correct answer.
In the medication of choice for pan-
ic disorder benzodiazepines were again 
cited by 37.3% physicians. Antipsychot-
ics and mood stabilizers were cited by 
30.8% and 18.8% of GPs, respectively, 
while only 8.5% cited SSRIs as the treat-
ment of choice and 34.5% did not know 
which medication to prescribe for panic 
disorder. Overall, 60.6% gave an incor-
rect response when the choices were di-
chotomized into correct and incorrect.
The last question on the choice of 
medication was about treatment of so-
matization disorder. Although 47.9% 
GPs reported that they did not know 
which medication to prescribe, 34.3% 
chose benzodiazepines in this category 
too. Antipsychotics (18.7%), mood sta-
bilizers (15.0%), buspirone (13.6%) and 
SSRIs (7.6%) were the other choices for 
treatment of somatization disorder.
Other treatment modalities
When asked if they used any other treat-
ment modality besides medications 
74.4% GPs reported that they employed 
counselling themselves, while 8.6% 
gave “general advice” regarding health. 
Two GPs reported that they used “spir-
itual advice” as a treatment modality. 
The remaining physicians reported that 
they preferred to refer patients after the 
initial treatment. When asked whether 
they considered their treatment to be 
effective or not, 71.4% believed that their 
treatments were effective, while 8.3% re-
ported it was not and 9.7% were not sure.
Treatment difficulties and 
referrals
When asked if they encountered diffi-
culties in managing patients with mental 
disorder 86.7% agreed that they had 
difficulties. The type of difficulties GPs 
experiences were grouped into physi-
cian- and patient-related factors. Lack of 
time and lack of interest were the main 
physician-related factors, mentioned by 
84.6% and 26.0%  physicians respec-
tively (Figure 2 ). A minority (16.0%) re-
ported that their own lack of knowledge 
about management of mental disorders 
was the main difficulty in providing care. 
Among patient-related factors, 58.0% of 
Table 2 Awareness about ICD-10 diagnostic criteria for selected psychiatric 
disorders among general practitioners in Karachi (n = 360)
ICD-10 diagnostic criteria for: Aware Unaware Aware to some 
extent
No. % No. % No. %
Depression 85 23.6 229 63.6 46 12.8
Bipolar affective disorder 89 24.7 234 65.0 37 10.3
Generalized anxiety disorder 97 26.9 229 63.6 34 9.4
Panic disorder 98 27.2 228 63.3 34 9.4
Somatization disorder 76 21.1 246 68.3 37 10.3
ICD-10 = International Statistical Classification of Diseases and Related Health Problems, 10th revision [13].
 
0
10
20
30
40
50
60
70
80
90
100
Depression Bipolar affective
disorder 
Generalized
anxiety disorder
Panic disorder  Somatization
disorder 
%
 o
f G
Ps
SSRI TCA SNRI Bupropion BDZ Buspirone Antipsychotic Mood stabilizer
Figure 1  Drugs used by general practitioners (GPs) in Karachi (n = 360) for treatment of common psychiatric disorders 
(SSRI = selective serotonin reuptake inhibitors, TCA = tricyclic antidepressants, SNRI = serotonin and noradrenaline reuptake 
inhibitors, BDZ = benzodiazepines)
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GPs reported that patients’ refusal for 
the treatment was the main issue. 
There were some interesting re-
sponses when we asked about the type 
of patients that were generally referred 
to specialist services. The majority of 
GPs cited patients displaying violence 
towards others (83.8%), violence 
towards self (72.2%) and psychoses 
(70.4%). Sexual disorders were a low 
priority for referral, cited by only 23.4% 
physicians. When asked about the diffi-
culties encountered in referring patients 
to specialized services, 90.3% of GPs 
reported patients’ financial constraints 
as the major impediment (Figure 3).
Continuing medical education
We asked if they felt that their knowl-
edge and expertise was sufficient to treat 
their patients with mental disorders. A 
majority of GPs (74.7%) believed that 
they lacked information in this special-
ized area, while 10.6% thought that had 
enough expertise in managing patients 
with mental disorders and 14.2% were 
unsure. When asked if they had attended 
any seminars, workshops or continuous 
education programmes about mental 
disorders during the last 3 years 69.2% 
Figure 2 Barriers to patients’ care according to general practitioners (GPs) in Karachi (n = 312) (physicians could choose more 
than 1 response)
Figure 3 Barriers to patients’ referral to specialized services according to general practitioners (GPs) in Karachi (n = 340 ) 
(physicians could choose more than 1 response)
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reported that they had not, while 30.6% 
had had some form of continuing medi-
cal education. Finally, we enquired if 
they would like to attend a course on 
management of mental disorders in 
general practice; 48.9% showed interest 
in attending such a course, while the rest 
felt no need for it.
Discussion
It is not realistic to refer all patients with 
psychiatric problems to specialist servic-
es, nor is this desirable. Many patients 
with depression and anxiety, as well as 
other disorders, can be managed well 
by primary care physicians who are mo-
tivated to provide care. This is the first 
study from Pakistan which examined 
the knowledge and awareness about 
common psychiatric disorders among 
GPs in the private health care sector, 
which provides almost 70% of health 
care services in the country. The key 
findings of our study are that GPs lacked 
knowledge of internationally recog-
nized diagnostic categories for mental 
disorders and that their choice of drugs 
for these disorders was not based on 
standard treatment practice. Although 
GPs reported that they did not have 
enough time for the management of 
mental disorders, they also believed that 
patients were unable to afford to attend 
specialist psychiatric services. A great 
majority of our GPs had not attended 
any form of continuing medical educa-
tion about mental disorders in general 
practice. Furthermore, psychiatry is not 
taught and examined as an essential 
undergraduate subject in most medical 
colleges in Pakistan. These gaps in GPs’ 
knowledge and education have implica-
tions for the rational use of psychotropic 
medications in primary care and for the 
quality of care delivered in general.
We identified substantial gaps in 
physicians’ knowledge and under-
standing of mental disorders and their 
management in primary care. The fact 
that 63.6% of GPs were unaware of the 
ICD-10 diagnostic criteria for depres-
sion and anxiety is concerning. In Pa-
kistan, where prevalence estimates of 
depression and anxiety are reported to 
be around 30% to 50%, non-recognition 
of these problems can have serious con-
sequences [14]. Even in situations when 
these conditions were recognized, the 
lack of adequate knowledge regarding 
management strategies is concerning.
The fact that benzodiazepines were 
the most familiar drugs to three-quarters 
of surveyed GPs, and were prescribed for 
the treatment of depression by 52.3% of 
them, has serious public health implica-
tions. The irrational use of psychotropic 
medication, however, is not limited to 
benzodiazepines alone. That 30.8% of 
GPs in our survey considered using an-
tipsychotics for the treatment of panic 
attacks is also alarming, so too is the use 
of antipsychotics for the treatment de-
pression by 27.1% of GPs. Somatization 
disorder was another category in which 
various psychotropic medications were 
prescribed incorrectly. A previous study 
from our centre showed that patients 
who were prescribed psychotropic 
medications knew less about the effects, 
side-effects and hazards of their use 
compared with those who were pre-
scribed other medications [15].
Data from the National Ambula-
tory Medical Care Survey in the United 
States also supports our observations 
[16]. In their reports, general and fam-
ily practitioners wrote psychotropic drug 
prescriptions in 84 per 1000 patient visits, 
in contrast to psychiatrists who had a rate 
of 441 per 1000 visits. The allegations 
that primary care physicians prescribe 
psychotropic drugs inappropriately may 
be correct in part, but it is also likely that 
these physicians are treating very different 
patients than those seen by specialists. In a 
study from the United Kingdom, explor-
ing the reasons behind psychotropic drug 
prescriptions, Hyde et al. concluded that 
GPs used symptom severity (as measured 
on the General Health Questionnaire) 
for deciding who received treatment for 
depression and anxiety [17].
This survey has a few limitations which 
should be kept in mind while interpreting 
the results of this study. This was an opin-
ion survey, in which GPs were asked to 
give their views on the frequency of com-
mon disorders in their own practice. Like 
all self-reported surveys, we have no way 
of knowing if their assessments were cor-
rect. The primary reasons for conducting 
an opinion survey rather than an objective 
assessment was to build the trust and con-
fidence of the GPs, thereby establishing a 
link with specialist services. In the initial 
stages of the survey, GPs expressed ap-
prehension about the research study and 
the implications of the findings on their 
daily practice. However, they were reas-
sured that the survey would not have any 
negative bearing on their practice, only 
that they would receive regular commu-
nications on various continuous medical 
education programmes for primary care 
physicians. Finally, one possible reason for 
the under-recognition of antidepressants 
could be that we asked about the generic 
names of drug groups, rather than using 
the specific brand names.
Further research is needed to explore 
the prevalence estimates of common 
psychiatric conditions from a repre-
sentative sample base of general practice 
throughout Pakistan. The prescription 
of psychotropic medications, especially 
benzodiazepines, also needs to be stud-
ied systematically. There is an urgent 
need to study the cost-effectiveness of 
managing mental disorders in primary 
care in countries such as Pakistan, which 
have a dearth of resources.
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Mental health: strengthening our response
More than 450 million people suffer from mental disorders. Many more have mental problems. WHO supports 
governments in the goal of strengthening and promoting mental health. WHO has evaluated evidence for promoting 
mental health and is working with governments to disseminate this information and to integrate the effective strategies 
into policies and plans. More specifically, WHO’s mental health Gap Action Programme (mhGAP) aims at scaling up 
services for mental, neurological and substance use disorders for countries especially with low- and middle-income. 
When adopted and implemented, tens of millions can be treated for depression, schizophrenia, and epilepsy, prevented 
from suicide and begin to lead normal lives – even where resources are scarce.
Source: WHO Fact sheet, No. 220 
September 2010 (http://www.who.int/mediacentre/factsheets/fs220/en/)
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